To investigate whether patients undergoing elective endovascular aneurysm repair (EVAR) with loco-regional anaesthetic techniques have better outcomes than those treated with general anaesthesia (GA).
Arterial Phase CT Angiography (CTA) is the commonest reference standard in studies to define predictive values of surveillance modalities. This approach has methodological limitations when investigating Contrast Enhanced Ultrasound (CEUS).
CTA captures a single "snapshot" of an endoleak, so may totally/partially fail to define an endoleak and flow directionality (useful in characterisation). CEUS offers continuous imaging which is more likely to detect an endoleak and can define directionality. This means CTA may fail to characterise an endoleak as accurately as CEUS. Time-resolved CTA (tCTA) overcomes this limitations by performing 7 phases in rapid sequence in place of the single phase in CTA.
We undertook the first prospective study to define the predictive values of CEUS compared to the methodologically superior tCTA. 
Conclusions
CEUSs negative predictive value to graft related endoleaks make it an excellent adjunct to duplex ultrasound surveillance, thus reducing the need for adjunctive CTA. 
BACKGROUND
Chimney grafts are placed parallel to an aortic stent-graft to maintain perfusion through visceral branches. When used in combination with conventional endovascular aneurysm repair (EVAR), there is a significant risk of type 1 endoleak due to "guttering". In combination with endovascular aneurysm sealing (EVAS), this risk is likely to be reduced due to the fact that the polymer within the endobags conforms to the shape of the chimney stents, whilst maintaining a proximal seal at the aneurysm neck. EVAS with chimney stents (ChEVAS) may therefore represent an alternative to fenestrated EVAR (FEVAR) for the treatment of juxtarenal abdominal aortic aneurysms (AAA).
METHODS
Detailed pre-, peri-and postoperative data were collected for each patient undergoing the ChEVAS procedure.
RESULTS
77 patients (82% male) with a mean age of 75.2 years were studied. All patients had juxtaor suprarenal aneurysms. 33 patients were treated with 1 chimney stent, 26 with 2 and 18 with 3. Chimney stent patency is 97.8%. 9.1% of cases have required reintervention. 11.7% of cases have developed type 1a endoleak, 9.1% demonstrated migration of the aortic stents and 2.6% have seen secondary rupture. Aneurysm-related and all-cause mortality are 9.1% and 23.4% respectively.
CONCLUSION
ChEVAS is an effective treatment for juxtarenal AAA, particularly for those patients with aneurysms unsuitable for FEVAR or those requiring urgent treatment. These data form part of the international, multicentre ASCEND registry, results from which will allow us to determine the long-term efficacy of this new approach. Endovascular aneurysm repair (EVAR) has been widely adopted in developed healthcare systems for elective infra-renal abdominal aortic aneurysm (IRAAA) but the use of EVAR for ruptured aneurysms (rAAA) is less well embedded. The objective of this study was to examine EVAR usage in rAAA in the UK and Spain.
Methods
Retrospective analysis of elective and rAAA in the national vascular registries of the UK (2017) and Spain (2014) was conducted. UK units were ranked by volume of elective and rupture caseload.
Results:
In both countries, elective IRAAAs were predominantly repaired using EVAR, UK 70% and Spain 62%. This reflected an increase in EVAR use since 2008, UK 57%, Spain 39% (p<0.05). By comparison, fewer rAAAs were repaired using EVAR; UK 27%, Spain 39%. Evaluation of UK units (n=78) revealed that 95% used EVAR for >50% of their elective cases. For rAAAs, substantial variability in repair technique was demonstrated; only 17% used EVAR > 50% of the time. Analysis of the top ten centres by rupture volume, identified four centres that used EVAR predominantly (61% EVAR (IQR 56-66)) and six centres who used it infrequently (18% EVAR (17-19)), p<0.01.
Conclusion
EVAR use for elective work is widespread, but there is substantial variability in uptake for rAAA repair. This study suggests that barriers to EVAR use in rAAA should be identified to optimise provision and training opportunities. The reduction in open elective IRAAA experience also has implications for skill acquisition required for open rAAA.
